INTRODUCTION
General referral letters to any hospital speciality are universally poor. [1] [2] [3] [4] [5] [6] [7] These letters are the main source of communication between the referrers and secondary care regarding the clinical problem. 8, 9 Shortfalls in providing sufficient, clear and relevant information can therefore delay or compromise the efficient management and triaging of the patient. 5, 10 In order to offer patients the best possible care, it is important to communicate as much background information as possible via the referral letter before the first consultation. 5, 11, 12 Medical history and diagnosis appear to be most commonly omitted from the referral letter.
Introduction General referral letters to any hospital specialty are universally poor. These letters are the main source of information regarding the clinical problem and shortfalls can compromise the management of the patient. Method One hundred retrospective randomly selected oral surgery referral letters in the form of proformae, made to oral and maxillofacial departments were examined against a set standard. Following the audit, a redesigned proforma, guidance and feedback questionnaires were distributed, followed by re-audit of 100 redesigned referral proformae. Results The main improvements seen were increases of: 52% in stating type of anaesthesia, 48% medical history, 38% referral date, 35% duration of symptoms, 32% use of the 'clinical details section', 31% stating treatment provided, 23% symptoms, 21% in clarity, 18% general medical practioner's (GMP's) address, 18% reason for referral, 15% social history, 14% diagnosis, 13% in using diagrams to aid explanation and 10% inclusion of a radiograph. Discussion Improvements in the quality of referral communications from local dentists were successfully made. Conclusion Designing a pro-forma in close accordance with gold standards can achieve notable improvements to allow us to provide the best possible service and management for all our patients.
evidence-based standard for the audit, based on several publications; [1] [2] [3] 15 the Scottish Intercollegiate Guidelines Network (SIGN) guidelines 16 and General Dental Council (GDC) guidelines. 17 A 'gold standard' oral surgery referral letter would include all the information from the checklist in Figure 1 .
One hundred retrospective and randomly selected oral surgery referral letters sent by GDPs to the department from January to May 2011 were examined and analysed against the gold standard. Any referrals for conditions other than oral surgery were excluded from the analysis.
Data were extracted, following comparison of each separate item in our standard above with the information completed on the referral proforma.
The data in conjunction with the design of the oral surgery proforma were reviewed to ascertain areas requiring improvement, in order to maximise future provision of information by referring practitioners. This formed the basis for implementing recommendations using an audit action plan. All effort was made to create a user friendly, concise and clear proforma. Thus, as a trial, a revised proforma, a guidance GENERAL form and letter were distributed to 40 of our most common referring general dental practices. The aim was to increase the quality and quantity of essential information to be captured.
A random sample of 100 new redesigned proformae received from referring GDPs were collected, re-analysed and re-audited, against the same standards as shown in Figure 1 . The data of the re-audit were compared with the initial audit data.
RESULTS

Initial audit
For the purpose of identifying items on the proforma that were poorly completed, we used the arbitrary value of 5% as margin for error. Based on this margin of error we identified the necessity to improve the provision of the following information, in consecutive order of more frequently excluded from the referral letters: requirement for interpreter, general anaesthetic or local anaesthetic requirements, inclusion of radiographs, stating urgency with an explanation, duration of symptoms, treatment already provided, smoking/alcohol habits, general medical practioner's (GMP's) telephone number, date of referral, symptoms, medical and drug history, using diagram to aid explanation, stating GMP's address, use of the clinical details section of the proforma, stating diagnosis, patient gender, GMP name, reason for referral, clarity of the referral letter, stating GDP's and patient's telephone numbers.
Re-audit with the revised proforma
The same 5% margin of error was reutilised for the purposes of highlighting any significant differences in data between the initial and re-audit. The provision of information by referring GDPs has shown substantial improvements when compared with the initial audit (see Fig. 2 ).
There was deterioration of 16% in provision of GDPs' telephone numbers, compared with our initial audit, caused by our regular GDP referrers knowing that their full contact details are already on our database.
DISCUSSION
This study highlights where shortfalls in providing essential information occur and that there is a need for a significant improvement in the provision of essential information by referring GDPs.
The rationale behind the revised proforma after our initial audit was as follows:
• The date of referral was absent in over half of the completed initial referral proformae, despite its importance. This was accommodated for at the beginning of our revised proforma, to avoid its neglect • Almost half of the referral proformae (49%) failed to include GMP details. This may be caused by lack of GMP details from the patients and GDPs assumption that this will have no impact on the referral. GMP details are vital for the referral to be accepted by the hospital as this is the source of funding for treating these patients in secondary care. Thus, omitting GMP details may result in the rejection of the referral • Disappointingly, only 42% of the referral proformae had details of medical or drug history, despite a separate section being provided on the proforma for these details. Medical history is crucial for efficient triage and correct prioritisation of the referral. Interestingly, a similar distribution of medical history inclusion in referral letters from GDPs and GMPs has been reported 4, 13 • Seventy percent of referral proformae failed to note any details of smoking or alcohol. This may reflect the GDPs' perceived lack of importance of smoking. Emphasis should be made on postgraduate education in order to increase awareness, which has already been progressing successfully throughout the current UK dental undergraduate curriculum. The clinical details section was poorly completed. Only 40% of initial referral proformae had recorded details of the symptoms, 12% recorded duration of symptoms, 61% details of diagnosis and only 12% stated details of any treatment already received. The majority of the referrers animated a diagram printed on the proforma to aid their explanation. Only a minority used solely the diagram with no clinical details. This is unacceptable as it can cause confusion and may compromise patient care
• Attempts at diagnosis was 61%, coinciding with Zakrewska's 5 survey which demonstrated that over 50% of referral letters failed to make an attempt at diagnosis. However, Djemal et al. 1 found a two-fold increase in diagnosis given when proformas were used • With clinical governance high on the agenda, and consideration to Ionising radiation (medical exposure) regulations 2000, 18 it is important to ensure that patients are not unnecessarily exposed to radiation. The initial results revealed that 93% failed to include a radiograph. Similarly, only 7% of initial referral proformae stated the urgency justified with an explanation. This appears to be a fault within the culture of the referring GDPs, rather than the proforma itself, as it is clearly presented to prompt a justification • Nearly all (98%) the initial referral proformae failed to state whether treatment was requested under local or general anaesthetic. Where GA has been discussed with the patient by the referring practitioner, it is clearly stated in the GDC guidelines 17 that the 
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referring GDP is required to explain the risks associated with GA, discuss the alternative options and give a detailed medical history and clear justification for requesting GA in the letter of referral. Patel 19 supports our findings and concludes that there is a lack of clear justification in the letters of referral for providing GA • The need for an interpreter had not been completed in almost all of the initial referral proformae (99%), despite the significant mixture of ethnic groups in the inner city of North East London. This could be attributed to the poor design of our initial proforma, which failed to include a section for interpreter/language. Many patients could not speak or understand English to a level that consent would be valid and therefore caused disruption or delays of clinics • In 27% of cases, there was no mention of the reason for referral due to the design of the initial proforma. The overall clarity of the referrals were good, however, a small proportion were difficult to read due to the use of lighter coloured pens or poor handwriting. Block capitals using a black pen is essential for efficient processing of the referral letter • The above points were considered in order to revise and improve the design of the proforma. Where the fault was with the referring practitioners, it was noted to create a guidance letter addressed to each referring practice. Following the distribution of a new and improved referral proforma, along with a guidance letter, our re-audit demonstrated that we have successfully improved the quality of referral communications from local GDPs. However, there is still room for further implementation to target individual referrers, who continue to send inadequate referral communications. The authors did not include GMPs in the audit as the vast majority of oral/ dental referrals are from GDPs • Understandably, it can be tedious for a busy GDP to complete all the relevant information on a proforma, particularly when they receive no additional fee. However, this will avoid rejected referrals and unnecessary delay for the patients before receiving specialist consultation and treatment. Ultimately, in accordance with the GDC standards guidance 17 the aim is to work in the best interest of the patient, which should be mutual.
CONCLUSIONS
This study has highlighted the shortfalls in communication between referring GDPs and our department in secondary care. Our audit cycle has demonstrated that the design of proforma in close accordance with gold standards can achieve further improvements. The distribution of a guidance letter on how to adequately complete a proforma with essential details has ensured fewer incorrect, incomplete or inappropriate referral letters being returned. This enhanced the quality of referral communications, prevents disruption in patient care, allowing us to provide the best possible service and increase patient satisfaction. u s e d t o a id e x p la n a t io n R a d io g r a p h in c lu d e d U r g e n c y w it h e x p la n a t io n G e n e r a l/ lo c a l a n a e s t h e t ic
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